Our school is partnering with the Augusta Regional Dental Clinic (ARDC) and will welcome their school based oral health program this school year. Enrolled students will receive an exam, x-rays, and, if applicable, fluoride treatment and sealants with no out-of-pocket cost for the families or school. All procedures will be performed by a licensed dentist and dental assistants. If your child is found to be in need of follow up preventative or restorative services, additional information will be sent to you.
If you would like your child to participate in this program, please complete this form and return it to school as soon as possible.


[image: ]
Augusta Regional Dental Clinic | 540-221-6635
Date of Dental Clinic: 03/11/2026
Wilson Middle School
By completing and signing this form, I, the legal guardian, authorize and consent to ARDC and its licensed staff to provide the dental services listed above and to use and disclose the protected health information and dental records to the child’s school nurse and/or nursing staff.  In addition, I consent to the use and disclosure of the minor’s protected health information to carry out payment activities in connection with this claim if indicated. I authorize direct payment of dental benefits to ARDC. To obtain a full written disclosure of ARDC’s Health Insurance and Portability Accountability Act (HIPAA) please call ARDC. Please note a second date may be needed due to enrollment volume/inclement weather. I acknowledge that this consent form is valid for dental clinic visits during the 2025-2026 school year only.





Patient Information
Child’s Name ______________________________
Date of Birth _______/_________/______________
Gender _____M ______F
Phone   (_____)____________________________
Address __________________________________
_________________________________________

Insurance Information
MEDICAID ID # if applicable:  ______________

ARDC is a non-profit dental clinic that accepts Medicaid insurance and patients with no insurance who are income qualified. However, all students are welcome to participate in our school based oral health program. 

If your child does not have insurance or has private insurance with out-of-pocket copays, your child will receive donated care.


Medical Information
Medical Conditions_________________________
Surgeries ________________________________
Daily Medications  _________________________
Allergies _________________________________
Does your child need antibiotics before treatment? 
__Y __N  If yes, please explain _______________
Does your child have special healthcare needs? 
__Y __N  If yes, please explain _______________
________________________________________

Parent / Guardian Signature 
Student will not be seen if all fields below are not filled out

______________________________________
Printed name of parent/legal guardian

______________________________________
Signature of parent/legal guardian

______________________________________
Relationship to child                          Date 
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